It had been said that in making the posteriQr incision, to free the deltoid transplant, they must necessarily sever the nerve to the posterior fibres, and thus deprive it of its function as a piece of live muscle. That was not so, as anyone could see who would take the trouble, as he had done, to dissect it out carefully in the Anatomy Department. In stripping up the skin and fat from the fascia over the back of the deltoid, they could always clearly see the cutaneous branch of the circumflex nerve, standing out as a sort of prominent white cord, running between the deep and the superficial tissues; it was easy to trace this down to the main trunk of the nerve, which would be found to run right underneath the deltoid muscle, and then to break up; it sent a distinct branch backwards to the posterior fibres of the muscle, and this branch ran rather upwards, accompanied by an arterial twig; having seen this branch, it was perfectly easy to avoid it, and to keep the muscle-transplant both innervated and vascularized. Furthermore, it was not necessary, in any case, to take the posterior incision very high up; if a 4 in. incision were made with the lower end at the level of the deltoid insertion, that gave a flap amply long enough to be brought right round to the front, and there be sutured firmly. There was no need to go anywhere near the acromion, and it was hardly necessary even to approach the level of the circumflex nerve, provided that the muscle-fibres were freely separated from the adjacent parts. This separation, incidentally, should be by blunt-dissection, or by tearing apart, and not by cutting, thus also ensuring the safety of the nerve-supply.
In regard to after-treatment, he suggested that if the arm were supported on a shoulder-abduction splint, at right angles, the restoration of voluntary abduction would be found much easier, and the length of the convalescence about halved.' Technically, the operation was not difficult, and it was certainly a great deal easier than pleating. It was all very well to talk about pleating the capsule, but it was a very difficult thing to do; the capsule in these cases was not a thick, redundant structure, as they might imagine, but a very thin one indeed, as a general rule; there was no localized bulge or tear, but the whole thing was simply membranous, and slightly too big for the head of the bone.
It was almost a physical impossibility, as a rule, to get on stout artery-forceps, and lift up a fold, for the capsule promptly tore if they tried; moreover, -even if it were possible, pleating would not be of much use, because the capsule was such a thin membrane that it certainly could not do much to prevent a dislocation occurring. Clairmont's operation, on the other hand, had been most successful, in everybody's experience. In his last case, that of a French governess, dislocation had occurred on countless occasions (twenty-two times in a month, before she came under treatment!) and, as in the President's case, it was induced by sneezing. Mr. Todd did Clairmont's operation, and she had not had a dislocation since, though she was back at her ordinary work. She last wrote to him four months ago; he had not heard from her since.
Mr. W. ROWLEY BRISTOW showed a case of recurrent dislocation of shoulder-joints, right and left, History: Since joining the Army had suffered from fits and the shoulders often dislocated during the fits, but at other times as well. Patient stated that each shoulder had dislocated some fifteen or sixteen times. The dislocation had always been reduced by a doctor, but without anaesthesia as the patient preferred to put up with the pain, rather than have an anwsthetic. Had been unable to play cricket in 1918 and 1919 because " the arm came out " if he bowled. Operation (Clairmont-Erlich): Right, August 28, 1918; left, November 6, 1918 . State, February 10, 1921 : Right shoulder perfect. Played cricket and on an occasion bowled thirty-four overs in one game with no bad results. Left shoulder had " dislocated again " some five or six times. On the first occasion had been reduced by a doctor but since then " got it in for himself." Felt as if it " came partly out " but not right out, and pain was not so severe as formerly.
Mr. A. W. SHEEN showed a case of recurrent dislocation of the left shoulder. B. T., male, aged 43. In June, 1915, dislocated left shoulder by falling off a lorry. Put in under an anaesthetic and arm fixed for some time. Been "out ' nineteen times since; last in January, 1920. Had anesthetic for reduction seven times. Had been " out" while sneezing and been pulled in by an orderly. When first seen eight months ago, movements were restricted, arm not being raised further than a right angle. Had been treated by physical methods and now had a strong arm with full movement. There was soft grating in the joint and the X-ray showed irregularity in region of greater tuberosity. It was a matter for discussion as to whether this patient should be operated on or not. The case showed the benefit of physico-therapeutics and there had been no dislocation for over fourteen months.
DISCUSSION ON RECURRENT DISLOCATION OF PATELLA.'
Mr. W. ROWLEY BRISTOW said that recurrent dislocation of the patella was among the more uncommon lesions of the knee-joint, and when this condition was met with it was usual for the patella to be dislocated to the outer side. Two cases had come under his care rather more than a year ago. Both patients were males aged between 20 and 30. Neither presented signs of knock-knee. There was of necessity marked quadriceps insufficiency in'the case in which the dislocation was persistent. The ligamentum patella did not seem to be elongated in either case.
Knock-knee elongation of ligamentum patelle and quadriceps insufficiency were given as the causes of this condition by Eisendrath in " Keen's Surgery," and by Goldthwait.
Goldthwait had published a paper on this subject in the Boston Medical and Surgical Journal (1904) and quoted eleven cases.
Whilst unquestionably the line of pull of the quadriceps was of importance, the three causative factors mentioned did not seem to him fully to explain the occurrence of the lesion.
Knock-knee and quadriceps insufficiency were both exceedingly common, but comparatively few cases of recurrent dislocation of patella were seen.
Elongation of the ligamentum patellae was surely uncommon. In two cases in which he had reconstructed a ligamentum patelle from deep fascia,
